patients, but also in any patient under 45 not keen on surgery. At five years after stopping this prolonged treatment, he had found a remission rate of about 60 %, but did not use this treatment with patients who had a large or nodular goitre. He also emphasized the importance during and after any antithyroid therapy (whether operative or by drugs) of the administration of thyroid in cases with moderate or severe exophthalmos to prevent any worsening of this. The dosage should be equivalent to 3-6 grains of thyroid a day. Unfortunately this could not treat the condition but prevented it being worsened by these treatments.
Another new development in thyroid diagnosis was the needle biopsy, and this was of increasing help, especially now that the lymphadenoid goitre was so much more often suspected in apparent non-toxic goitres.
Mr. Selwyn Taylor said that Dr. Marden Black had made a strong case for the pre-operative treatment of the toxic thyroid with iodine and Professor Russell Fraser had been equally eloquent in recommending the antithyroid drugs. It seemed to Mr. Taylor that geographical reasons determined which was used. Where patients came from a distance, as they all did at the Mayo Clinic, they required rapid stabilization and treatment which Lugol's solution followed by thyroidectomy provided. If patients lived near their place of treatment, as was usual in this country, a much longer-term policy could be entertained and thyroidectomy was then only an incident in the management of a patient who was already euthyroid.
Miss G. Barry said that paradoxically, being a surgeon, she was in favour of treating primary thyrotoxicosis in young people medically by antithyroid drugs. She had seen many young women put on too much weight after a partial thyroidectomy, and they had had to spend the rest of their miserable lives on a strict reducing diet-feeling guilty every time they had a good meal; they could not be given thyroid extract because they might rapidly develop tachycardia again. There was no reason why a young patient should not stay on carbimazole therapy for long periods of time. It was well tolerated; it was easy to vary the dose as the severity of the symptoms altered. In fact she never operated on these young people unless forced to by her medical colleagues. Meeting November 5, 1958 Amyloid Disease of the Thyroid.-P. J. W. MONKS, F.R.C.S. (for Professor R. MILNES WALKER, M.S., F.R.C.S.) Mrs. P. B., aged 79, with long-standing bronchiectasis, developed a hard diffuse goitre over two years. This caused considerable anteroposterior tracheal compression. Subtotal thyroidectomy was performed in September 1957 and a moderate sized (208 grams) firm, pale goitre, encircling the trachea and cesophagus, was removed. Histological examination showed the parenchyma represented by a few thin-walled acini containing poorly staining colloid. The interstitial tissue was hyaline and gave a strongly positive methyl violet stain for amyloid.
In October 1958 no further evidence of amyloid disease had developed; clinical examination, the urine and the Congo red test were normal. Her general health had improved.
Comment.-About 60 cases of amyloid disease of the thyroid have been reported (Rundle, 1951) . Most of these have been associated with widespread amyloidosis and in only half has there been a well-marked goitre. Walker (1942) could find only two cases with the disease localized to the thyroid.. The diagnosis should be considered when a diffuse firm goitre develops fairly quickly during the course of an illness likely to cause amyloidosis. The gland enlarges uniformly, is firm and tends to cause obstruction. Myxoedema has not been reported. The diagnosis is normally confused with malignancy or Hashimoto's disease. Rundle (1951) advised against thyroidectomy, but if tracheal obstruction is present and the disease is apparently localized operative treatment is clearly indicated. In January 1956 a woman of 56 years presented with a large thyroid swelling, which was giving rise to dyspncea on exertion and, what was much more unusual, dysphagia.
There was a history of goitre since puberty,but there had been a considerable and rapid enlargement for the past few months. This, together with the hardness, gave rise to a suspicion of malignaiicy. It was not until the pathological report became available that we had any idea of the unusual nature of the swelling. Subsequent investigations showed slight patchy fibrosis in the lung fields and one characteristic punched-out area in the terminal phalanx of the left middle finger.
At thyroidectomy the gland was not adherent but was highly vascular.
A photograph of the specimen was shown together with photomicrographs. Dr. 0. C. Lloyd reports the "typical appearances of sarcoidosis". The case is shown not only as an uncommon goitre but to emphasize that sarcoidosis may occur in unusual sites, with the usual absence of constitutional symptoms, and may escape immediate recognition. From time to time these lesions have been found in almost every organ and tissue of the body. In this case the one presenting clinical feature was the very large, hard thyroid. For last five months, recurrent attacks of abdominal pain and diarrhoea lasting three to four dlays at four-week intervals. Slight passage of mucus. Marked constipation between attacks.
For last two months, colicky abdominal pain, starting in the epigastrium and radiating to right iliac fossa. At maximum intensity of pain there was a distension and swelling in right lower abdomen. The cessation of pain was associated with audible intestinal gurgling.
One week before admission, increased intensity of pain associated with vomiting.
The patient had not associated her symptoms with her periods, which were normal. 1956 and 1958. In 1956 examination of the abdomen was normal apart from a large right scrotal hernia containing the terminal ileum and proximal colon. Both testes were normal but in the sac a third solid swelling was found, of the size and consistency of a testis. Though its nature was uncertain it was not considered as a possible cause of his bleeding. After negative radiological investigations he was discharged. In 1958 after further bleeding a mass was felt in the right hypochondrium and a barium enema showed a probable carcinoma of the colon. The scrotal mass was unchanged.
At operation the mass in the right hypochon-. drium was found to be a mobile kidney. The colon was normal. The scrotal swelling was a solid spherical tumour in the wall of the small intestine. It was nearly all extraluminal but a small part of it had ulcerated through the mucosa and this was the site of bleeding. There was no clinical evidence of malignancy. Frozen section suggested leiomyosarcoma but after the paraffin section a diagnosis of non-malignant leiomyoma was made in spite of areas showing marked differences in cellular morphology.
The recent literature stresses the benign nature ofthese lesions and suggests that the term leiomyosarcoma should be abandoned and the tumours designated leiomyomas with varying degrees of differentiation.
Fibroma of Neck and Mediastinum. Removed by a New Surgical Approach.-P. R. ALLISON, F.R.C.S. A. K., female, aged 7. The tumour was noticed in January 1957 and had been slowly enlarging since. On three previous occasions operations had been performed for its removal (February, May and October, 1957) but on each occasion the operative procedure had to be stopped because of excessive haemorrhage. A right Horner's syndrome was present. There was some aching in the right hand and a hoarse irritating cough with stridor.
On examination.-A nodular fixed mass occupied the lower half of the posterior triangle on the right side of the neck. X-rays showed it to extend down to the neck of the third rib. There was no evidence of muscle weakness or paralysis except that the right diaphragm was paralysed.
